Competition paper. Prostitution and public health in New South Wales by Scott, John
This is the author’s version of a work that was submitted/accepted for pub-
lication in the following source:
Scott, John
(2003)
Competition paper. Prostitution and public health in New South Wales.
Culture, Health & Sexuality, 5(3), pp. 277-293.
This file was downloaded from: http://eprints.qut.edu.au/79086/
c© Copyright 2003 Routledge
Notice: Changes introduced as a result of publishing processes such as
copy-editing and formatting may not be reflected in this document. For a
definitive version of this work, please refer to the published source:
http://dx.doi.org/10.1080/1369105011000024439
Culture, Health and Sexuality – Revised Version 1 
 
Revised Version 
 
Name:  
Dr John Scott 
 
 
Address: 
 
School of Social Science 
 
University of New England 
 
Armidale 
 
New South Wales, Australia 2351 
 
 
 
 
 
 
 
 
 
Culture, Health and Sexuality – Revised Version 2 
John Scott is a lecturer in Sociology at the School of Social Sciences, University of 
New England, Armidale, New South Wales 2251. 
Culture, Health and Sexuality – Revised Version 3 
 
Prostitution and public health in New South Wales 
 
Abstract 
 
Using historical and contemporary documentary resources, this paper provides a critical 
account of the contemporary governance of prostitution in New South Wales.  The paper 
adopts a Foucauldian approach to analyse the ways in which prostitution has been 
problematised as a health issue and managed as a public health problem. The analysis 
differs from other critical studies of prostitution in that it examines specific techniques of 
power, the operations of which have not been confined to the workings of a repressive 
criminal justice system.  It is shown that there currently co-exists two broad understandings 
of prostitution in New South Wales, which have informed current initiatives to manage 
prostitution.  Prostitutes working in public spaces have been presented as sexual agents 
wilfully engaged in criminal conduct and the spread of contagion. They have been subject to 
intense official scrutiny and regulated through criminal sanctions. In contrast, prostitutes 
working in private spaces have been presented as victims of adverse circumstance, 
deserving of protection and compassion. They have been made subject to strategic 
interventions that have attempted to normalise prostitution and render the prostitute a 
hygienic subject.  
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Introduction 
 
Prostitutes, signified by their sexuality, and historically associated with the spread of disease, 
have become a focus for public scrutiny in the time of HIV/AIDS.  HIV/AIDS helped to 
legitimate understandings of contagion that were based upon an association between sex 
and disease, and increase fears grounded in proximity as opposed to difference. Prostitutes 
have been portrayed in epidemiological literature as reservoirs of disease and transmitters of 
infection from the gay population (the ‘original’ source of the virus) to heterosexuals 
(Alexander 1988, Treichler 1988, Patton 1990, Pheterson 1990, Campbell 1991, Scambler 
and Graham-Smith 1992). To understand how prostitution has been problematised as a 
‘health’ issue and managed as a public health problem, it is necessary to avoid ascribing 
essential characteristics to prostitutes and to reject totalising accounts of the socio-political 
regulation prostitution.   
 
Strategies of social control do not function to eradicate prostitution or socially isolate all 
prostitutes.  Deemed unhealthy, prostitutes have been punished or have had their behaviour 
restricted. However, prostitutes have also been governed according to pedagogic forms of 
intervention. Power has been practiced in terms of improving the health of the population, 
among whose number the prostitute is included (see Foucault 1986).  Through strategies 
emphasising empowerment and self-management the attempt has been made to reduce an 
apparent lack of health among prostitutes, or increase their civility. In discourses of public 
health clear distinctions have been drawn between public and private acts of prostitution. The 
characterisation of prostitutes working in public spaces as diseased and dangerous has 
legitimated current initiatives to police this population, while prostitutes working privately have 
been subject to normalisation strategies. Normalising strategies operate to ensure that a 
certain ‘type’ of person(s) engages in prostitution, that prostitution be visible only in certain 
locales, at particular times of the day, and that the environment in which prostitution is 
conducted complies with particular normative standards.  The strategic objective of social 
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policy has been to sanitise prostitution and render the prostitute a hygienic subject.  
Contemporary discourses of health have amplified the significance of prostitution, not by 
severing the links between prostitute and community but by expanding, multiplying and 
reinforcing them.  
 
Practices of public health 
 
Proponents of the medicalisation critique of modern health practice have argued that power 
operates in a binary manner, setting one group apart from another and constructing barriers 
to repress action through the deployment of prohibitive mechanisms (Lupton 1997). Power 
here is typically understood to ‘leperise’ the unhealthy or contaminated body, through the 
deployment of rules and laws which silence, isolate, hide, restrict, or punish the body. The 
claims embodied in the medicalisation critique have been challenged by Foucauldian 
accounts of health regulation. These accounts have been critical of attempts to make 
totalising or essentialist claims about the operation of power, and have instead examined 
how multiple localities and institutions of power have been instrumental in the production and 
governance of the healthy body. Foucauldian analysis has sought to discover how power has 
been applied or practiced in a series of on-going and multiple subjugations, that operate 
within the social body rather than from above it.  It has also spoken of the productive 
capacities of power: power trains, shapes, and inscribes bodies through techniques of 
‘investiture’ (see, among others, Armstrong 1983, 1995, Nettleton 1991, Rose 1994, Lupton 
1995, Osborne 1996, Peterson and Lupton 1996).  This paper further develops Foucauldian 
arguments by examining specific practices of public health as they relate to the current 
regulation of prostitution in New South Wales.   
 
To gain thorough understanding of how prostitution has been singled out for public attention 
in recent times as a health problem it is necessary to document particular strategies of 
problematisation and techniques of problem management. The term governmentality is 
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useful in thinking through such issues.  Governmentality provides a non-totalising and non-
reductionist account of rule. Governmentality refers to attempts to think and practice power. 
Government is here used to refer to the “conduct of conduct”, by which is meant a “form of 
activity aiming to shape, guide or affect the conduct of some person or persons” (Gordon 
1991: 2). Governmentality highlights the way in which individuals conduct themselves. 
Techniques of governance rely not only on the direct physical determination of objects, but 
also presuppose the activity, agency and freedom of those upon whom powers are 
exercised. To analyse governance is to analyse how specific individuals and populations 
have been rendered objectified-subjects by various powers.  
 
The term governmentality represents a non-reductive and non-totalising attempt to come to 
terms with the contemporary experience of power (Rose and Miller 1992).  Ideological 
accounts of power would have it that power exists only in the mind of the individual, as 
interiorisation, representation or acceptance (Foucault 1990a: 119).  In contrast, 
governmentality situates power in the practices of individuals.  Power does not only target 
and shape conduct, it operates through conduct.  Governmentality may, therefore direct 
attention to subtle procedures of power that operate in everyday settings (Foucault 1991: 
102-103).  
 
A negative and limited conceptualisation of power has led to an almost total lack of 
consideration as to the way in which regimes of health have played a role in both the 
constitution and regulation of prostitution.  Indeed, critical scrutiny has been so lacking that 
‘good health’ is construed as a socially desirable and concrete goal to subscribe to, and the 
objectives of public health are uncritically promoted as anathema to the rationale of power. In 
order to consider the way in which public health has functioned to regulate prostitution it is 
necessary to cease thinking in terms of top-down movements or opposing forces, and look 
instead at how powers have been dispersed throughout multiple sites (Rose 1993: 286-287). 
Public health has been effective in the management of prostitution because it has enabled 
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the regulation of prostitution in both ‘private’ and ‘public’ spaces, where technologies of 
control have often operated inconspicuously.  
 
Public health might be considered as a historically specific initiative designed to resolve or 
manage a number of bio-political problems.1 Public health constructs public and private 
spaces/bodies which are then regulated in order to protect the vitality and integrity of the 
population.  The health and physical well-being of population is rendered the primary 
objective of political power. I argue here that current regimes of public health utilise both 
practices of the self and practices of domination in the governance of bodies marked as 
healthy and unhealthy. To examine this point, a distinction is drawn between sanitationist 
and hygienist practices of public health.  
 
 
Sanitationist practices are typically prohibitive, operating through legislation to enforce 
quarantine or enforce a regime of treatment on the body.  Sanitationist practices operate 
according to a binary mechanics of difference, the function of which is to isolate or separate 
polluted bodies from a moral community. Often the state is given the authority to act against 
‘anti-social’ individuals who wilfully threatened to jeopardise the good health of the population 
by acting irresponsibly. Sanitationist practices appear similar to earlier sovereign forms of 
power in that they are typically deployed in the form of intermittent acts of domination and are 
experienced in the form of commands.  They are, however, distinct from sovereign forms of 
power in that they have bio-political objectives, being guided by a strategic imperative to 
create and maintain good health among the ‘general population’. Historically, sanitationist 
practices are a residue of earlier medical policing strategies that lingered in the social 
imagination after the totalising ambitions of medical policing were abandoned (see Rosen 
1974).  
                                                 
1 For a discussion of the term ‘bio-political’ see Foucault (1990a: 139-144,1990b).  Dean 
(1998: 209) has defined the term as referring to ‘a form of politics conducted largely since the 
eighteenth century, concerned with the administration of the conditions of life of the 
population. The concept of the population as a living entity composed of vital statsistcis is 
essential to bio-politics’. 
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In a regime of public health there is no attempt to enforce conditions of health in all territories 
at all times. During the twentieth century sanitationist measures have usually been mobilised 
intermittently, during periods of socio-political crisis.   For example, sanitationist practices 
have often been deployed as a response to moral panics, allowing for aspects of the social 
order to be affirmed and symbolically mapped out through ritualistic acts of exclusion of 
punishment.  An example of the deployment of sanitationist controls has been the periodic 
enforced detention of women (‘prostitutes’ and ‘good time girls’) during wartime as a measure 
to control venereal disease (see Brandt 1985, Sturma 1988).  The occasional use of 
sanitationist controls to isolate or enforce treatment upon bodies deemed to be polluted or at-
risk has regularly been used as an attempt to resolve fears and ambiguities associated with 
disorder in situations where ‘magic bullets’ have been unavailable.  Sanitationist practices 
have operated symbolically to relocate or reinforce old lines of demarcation that have eroded 
under the weight of normalising interventions, reasserting sharp lines of difference in an age 
where the efficacy of older makers of difference have been challenged. Through the 
deployment of sanitationist interventions, the sovereign right of the state to provide security 
in a given territory is publicly affirmed. 
 
In contrast to sanitationist practices, hygienist practices operate according to a principle of 
differentiation, which operates to connect, include and animate difference within the social.  
Rather than repress difference, hygienist practices might be said to have the strategic aim of 
empowering ‘at-risk’ bodies by providing protection, cure, reformation, and rehabilitation. 
These measures have had the common purpose of ‘re-socialising’ the body, or ensuring that 
it reaches a certain standard of sociality deemed medically and socially desirable. Hygienist 
practices have sought to civilise individuals, invariably through subtle pedagogic techniques, 
so that they might become responsible subjects. Hygienist practices function as technologies 
of the self, allowing for bodies to be regulated at a distance through the promotion of social 
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rights and responsibilities. Accordingly, observation is not only applied to others but is a 
practice of the self.   
 
Historically, hygienist practices involved an increasing sensitivity regarding social 
relationships. What came to mark a person as healthy was their degree of self-control, with 
‘lifestyle’ becoming an important determinant in socio-cultural understandings of 
assessments of health and illness. Self-control was seen as negative and coercive. It also 
became a cherished personal value and an important source of strength and personal 
empowerment.  The unhealthy or ‘potentially-sick’ in society became those who lacked self-
control, while the healthy were those who could display foresight, moderation and regularity. 
 
The following discussion examines the way in which a specific regime of public health was 
mobilised to govern prostitution in New South Wales following widespread publicity of the 
HIV/AIDS epidemic during 1984.  Public discourses of prostitution are examined through an 
analysis of documentary data, including: legislation; parliamentary debates; government 
reports; social scientific research; and print and television media commentary.  This data will 
be used to examine how prostitutes have been governed in New South Wales. Rather than 
engage in the practice of governing — adjudicating upon ‘bad’ government, correcting 
governmental mismanagement, or measuring the utility of governmental practices by 
observing and scrutinising the prostitute — I seek to understand the practical initiatives to 
manage prostitution.   
 
HIV/AIDS and prostitution 
 
The anxieties inspired by the appearance of the HIV/AIDS epidemic had clear parallels with 
earlier fears that had been associated with syphilis, although anxieties associated with 
HIV/AIDS have not merely mirrored earlier fears.  While the contemporary characterisation of 
prostitutes has certain parallels with earlier categorisations of prostitution, the differentiation 
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of prostitutes in contemporary governmental discourse is premised on normative 
understandings of sex and gender current to the late twentieth century.  
 
When it was discovered during the 1980s that HIV/AIDS posed a danger to ‘the general 
population’ through so-called ‘vector’ groups, there were calls for people with HIV/AIDS to be 
isolated or banished from the community. The deployment of sanitationist practices attracted 
serious public debate in countries such as Australia, the UK, and the US.2 Occasionally 
sanitationist controls were utilised to demobilise itinerant or recalcitrant populations who 
appeared to wilfully threaten the community.  Non-compliant and recalcitrant populations who 
were regarded as unwilling to utilise appropriate resources and take precautions against 
illness, or are unwilling or unable to take public health advice in the same manner as 
responsible citizens, were constructed as either ‘mad’ or ‘bad’, and subjected to compulsory 
forms of private counselling or specific prohibitions (see Kinsmen 1996: 398-402).   
 
Despite the occasional mobilisation of sanitationist controls, Western governments generally 
responded to HIV/AIDS with hygienist interventions.  Governments adopted a strategic goal 
of responsibilisation and sought the participation of the communities (real and imagined) that 
the virus affected.  This hygienist approach to the problem of HIV/AIDS was supported by 
many gay leaders, civil libertarians, physicians and health officials, who demanded that 
education should provide the central, if not sole, response to the virus (Bayer 1989: 207). 
The characterisation of HIV/AIDS as a disease of lifestyle or spoiled identity helped to 
legitimate pedagogic forms of intervention. In the very first scientific account of AIDS the five 
patients presenting with symptoms were described as ‘active homosexuals’ who had 
reported ‘frequent homosexual contacts with various partners’ (Gottlieb et al. 1988 [1981]: 
68). In studies that followed, risk-groups were found to share an embodied promiscuity, made 
                                                 
2  See, among others, Bayer (1989), Patton (1990), Tahmindjis (1989), and Schramm-Evans 
(1990). Also of note, although a semi-fictitious account, is Shilts (1987) who has documented 
the first five years of HIV/AIDS in the US. 
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real through statistical evidence that reported an association between HIV/AIDS incidence 
and number of sexual partners (see, for example, Curran et al. 1985, Darrow et al. 1987).   
 
The association of HIV/AIDS with promiscuity has meant that a major goal of many health 
programmes has been to persuade people to reduce the number of sexual partners they 
have or to better ‘know’ their partners.   Prostitution, which has been contrasted to marriage 
and equated with promiscuity, has, in HIV/AIDS narratives, become conflated with 
risk/danger. In HIV/AIDS discourse, the antonym for promiscuity has been monogamy, a 
concept that is clearly linked to marriage in which a single male and female are united 
(Bolton 1993). Safety has been translated in terms of adopting a normal/hygienic identity that 
monitors sexual practice.   
 
Aetiological calculations have been utilised to measure the culpability of those who have the 
HIV virus, public health strategies being directed according to normalising judgements 
concerning innocence and guilt. Those deemed to be sufficiently prudent have been 
subjected to public education initiatives, which have allowed health professionals to assist 
people in making healthy choices aligned with governmental initiatives.  There has been an 
investment in specific populations, groups being ‘empowered’ so that they might develop 
certain skills to help them exercise greater control over their lives. The public health 
emphasis on pedagogic strategies of management does not indicate retreat of power, but 
represents a shift in the practice of power, subtle forms of instruction allowing for specific 
populations to be governed at a distance. 
 
Public health does not seek to eradicate prostitution by targeting either its supply and 
demand.  Instead, the objective of public health is less ambitious. Rather, the existence of 
prostitution has been accepted within governmental discourses which have sought to 
improve the conditions in which prostitution is practiced.  Those who identify as prostitutes 
are expected to aspire to be ‘good’ prostitutes.   Being a good prostitute means different 
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things in different contexts, though it may generally be understood to be a hygienic and 
socially responsible subject.  Nowadays, this means being a ‘professional’ prostitute as 
opposed to an ‘amateur’ or public prostitute. A regular and predictable lifestyle is a low-risk 
lifestyle.  Sexual knowledge and expertise is not something to be feared, but something to be 
promoted and developed in accordance with normalising objectives. In contemporary public 
health narratives street working prostitutes have come to embody anti-sociality, the 
irregularity and transience associated with street work rendering it dangerous (Jackson et al. 
1990). They are represented as a non-compliant and recalcitrant population unwilling to 
utilise appropriate resources and take precautions against illness (see Patton 1990, Kinsmen 
1996: 398-402). While prostitutes who work ‘privately’ have been monitored according to 
hygienist strategies, prostitutes who work publicly have been regulated through a 
mobilisation of sanitationist controls. This distinction can be illustrated with reference to the 
management of prostitution in New South Wales.   
 
Prostitution in New South Wales 
 
With the confirmation of the first case of HIV transmission through blood transfusion, 
HIV/AIDS was transformed into a ‘mainstream’ public health issue in New South Wales in 
late July 1984.  The gay community was immediately blamed for the spread of the virus to 
‘innocent’ populations with the Reverend Fred Nile, the leader of the Christian Democratic 
Party, proposing the quarantine of all infected persons. 
 
By December 1984, the New South Wales Transfusion Service announced they were 
considering adding prostitutes to ‘high risk’ categories (Sydney Morning Herald 1984: 3).  In 
February 1985, AIDS was linked to female prostitutes and ‘closet’ bisexuals, reputed to be 
spreading the virus to Sydney’s heterosexual community.  Ita Buttrose, a prominent 
magazine editor and chair of the federal government’s AIDS Advisory Committee, said: 
‘There’s enough evidence to suggest that it [AIDS] could spread to heterosexuals, and I find 
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that alarming.  We are all at risk in a sense’.   However, it was also publicly asserted that 
‘relatively few non-prostitute women will be at-risk’, the inference being that it was only the 
promiscuous few who had something to fear, not the bulk of the population who were 
responsible citizens (Smark and Curtin 1985:1). 
 
In May of 1985 it was announced in The Sydney Morning Herald: ‘AIDS Spread Linked to 
Prostitutes’.  This claim was said to have been substantiated by research which showed 
evidence to suggest prostitutes  ‘might’ become a major source in the spread of AIDS to the 
general population.  Dr James Goedert of the Sydney Blood Bank, was reported as saying: 
 
As evidence mounts that the sexual transmission of the virus [which causes AIDS] is 
increasing, consideration may need to be given to recommending that promiscuous 
men and women, particularly prostitutes, and their contacts, also refrain from giving 
blood (Sydney Morning Herald 1985: 24). 
 
Despite the strong connection drawn between HIV/AIDS and prostitution, there had been no 
evidence to suggest that prostitutes had a high rate of infection, and certainly no evidence to 
suggest that they were ‘spreading’ the disease to the ‘general population’.  A study of 1,100 
sex workers visiting Sydney metropolitan sexually transmitted disease clinics between 
January 1985 and 1989 found all to be HIV negative (Watchirs 1991: 21).  
 
The blood transfusion scare, amplified by the media, resulted in the first wave of proposals 
for the mandatory testing of selected populations in April 1985.  During the early months of 
1985 there were concerns of infection in schools and the never substantiated claim of a 
Sydney doctor to have seen the first case of HIV transmitted through prostitution in Australia.  
In 1986 two health professionals wrote a letter to Australian Medical Journal claiming to have 
treated a man who claimed he had contracted AIDS from a prostitute, observing: ‘Our case 
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highlights that female to male sexual transmission may occur through single episodes of 
exposure’ (Cooper and Dodds 1986: 1).   
 
These medical claims signalled that a new understanding of HIV/AIDS was beginning to 
emerge.  Prostitutes came to be viewed as vectors for the spread of HIV from sex and drug 
underworlds to heterosexual men who, in turn, would transmit the virus to ‘innocent wives’.  
These ‘wives’ were depicted in medical narratives as ‘vessels of procreation’ and 
unintentional secondary vectors to their future and unborn children (Triechler 1988, 
Patton1990: 38-40, Jackson et al. 1992: 281). 
 
The connection that had readily been drawn between HIV/AIDS and prostitution during 1984 
was finally made ‘concrete’ four years later when, in July 1989. Fears for the security of the 
general population suddenly seemed founded with the appearance of a prostitute named 
Sharleen Spiteri on the national Channel Nine Sixty Minutes program, ‘admitting’ to having 
had unprotected sex with clients after contracting HIV (New South Wales Parliamentary 
Debates 1989: 13205).  As Donovan (1995: 117) has noted, her claim that if some of her 
clients ‘were stupid enough to take the rubber off when having sex with me then it’s their 
responsibility’, appeared to account for little in the subsequent moral discourse which 
followed. 
 
What is of interest here is not so much Sharleen Spiteri’s claims but the panic which ensued.  
For a time, HIV-infected prostitutes were news.  Claims of the type and number infected 
grew, culminating in the appearance of Tanya Spence, a transsexual prostitute working in 
Sydney’s Kings Cross in April 1989, who claimed to have had had sex with ‘thousands’ of 
men while HIV positive.  Interviewed on the national television program A Current Affair, she 
emphasised that she had insisted that clients use condoms despite not telling them of her 
status.  She also claimed to know of fifteen to twenty other HIV positive prostitutes working 
the streets in Kings Cross (Garcia 1989: 1).   
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Reverend Fred Nile and Elaine Nile, of the Christian Democratic Party, saw in the prostitution 
scare a chance to renew calls for strict sanitationist penalties on those who ‘knowingly’ 
transmitted HIV while resurrecting motions for: the quarantining of all those known to have 
HIV/AIDS; for the provision of needles to be ceased; for soliciting to be made a criminal 
offence; and for testing procedures to be carried out to determine those who had contracted 
HIV.  Elaine Nile stated in the New South Wales Upper House: 
 
…AIDS carriers should be quarantined… AIDS innocently-acquired carriers were upset 
about that special treatment [of Sharleen Spiteri].  She was placed in a motel and 
provided with all the supplies she required.  She was asked not to communicate with 
the media.  In a sense she was asked to keep her mouth closed.  If an AIDS carrier 
proves to be irresponsible, that person should be placed before a tribunal.  They should 
not be let loose on society (New South Wales Parliamentary Debates 1989: 11852). 
 
While the policing measures proposed by the Niles were widely rejected in favour of a more 
liberal regime of control, the language they had used to couch such measures was more 
widely adopted by parliamentarians of all political persuasions who drew similar distinctions 
between ‘irresponsible carriers’ and ‘innocent victims’ of HIV.  Initially these distinctions were 
used to demarcate prostitutes from the wider population. In later debates similar distinctions 
would be used by parliamentarians to distinguish between various classes of prostitute.  The 
idea would develop that some women were entitled to ‘protection’ based on a presumption of 
‘innocence’, while others were to be policed because of a supposed association with disease 
and danger. 
 
Dramatic steps were taken in the New South Wales parliament to stop anyone knowingly 
spreading infection.  The Minister for Health went so far as to urge doctors to report HIV-
positive prostitutes, even if it broke the code of doctor-patient confidentiality. Sharleen Spiteri 
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was detained and forced to seek medical treatment and psychological counselling under the 
Public Health Act (1902).  She was the first person with HIV in Australia to face compulsory 
detainment.  This Act was modified in November 1989 as the Public Health (Proclaimed 
Diseases) Amendment Bill which would be used as a ‘management tool’ with its penalties of 
a $1,000 fine or up to six months’ jail imposed as a last resort for persons found to be 
recklessly endangering others by spreading disease. While it was claimed that the ‘main at-
risk group to be affected will more than likely, although not exclusively, be female prostitutes’, 
a male prostitute found to be knowingly transmitting the HIV virus could be imprisoned for up 
to six months, if unable to pay the imposed fine (New South Wales Parliamentary Debates 
1989: 13188).  Under such a circumstance the Act would restrict the person’s ability to 
practice safer sex because of the unavailability of condoms in prisons. The order was subject 
to review by a magistrate if a person was thought to no longer constitute a public risk (New 
South Wales Parliamentary Debates 1989: 13192). 
 
It was argued that the modification to the Public Health Act (1902) ensured a balance 
between issues of individual rights and public health.  The 1989 Act allowed for the closer 
monitoring and supervision of at-risk populations.  The Act reformed older, draconian, 
‘contain and control’ procedures, allowing for an intensification of practical and intellectual 
technologies that promised to ‘rehabilitate’ dangerous others through the monitoring of the 
moral behaviours of individuals who were thought in some way to be less rational than others 
and ‘give the community the protection it rightly sought’ (New South Wales Parliamentary 
Debates 1989: 13197-13204).   
 
Although the legislation provided for the testing of people believed to be infected with HIV, no 
guidance was offered in determining which behaviours were likely to endanger public health.  
Prostitutes, particularly those like Sharleen Spiteri who worked in public spaces, were 
extremely vulnerable under the Act, as their behaviour could incite the prejudices of medical 
officers who were accorded significant discretionary powers. Testing was all the more 
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problematic when considering the willingness that had been shown among medical 
practitioners, the media and prominent persons, to uncritically accept the statements of men 
claiming to have been infected with HIV through contact with prostitutes, despite a lack of 
any conclusive evidence to show high rates of infection among prostitutes (see Willis 1991: 
39). 
 
Given the lack of any ‘evidence’ to implicate prostitutes in the spread of HIV to the ‘general 
population’, why was there public panic over a prostitute contracting HIV whose status 
effectively distinguished her behaviour from that of the general population? Attempts to 
transform or liberalise public perceptions of prostitution have encountered difficulties in 
challenging entrenched anxieties associated with prostitution. The development of prostitute 
advocacy organizations has been aimed at promoting the rights of sex industry workers and 
allowing for the participation of sex industry groups in HIV/AIDS education programmes.  
These organizations have attempted to change the image of prostitution, most often defined 
as an exchange of sex for money and drugs (Watchirs 1991: 27).   Prostitution has been re-
defined as a sale of ‘skill’ rather than ‘body’ and presented as a ‘work choice’, the argument 
being, that to deny a woman her right to work under conditions of her choosing is a violation 
of civil rights (Jenness 1990: 405, 416).   This new representation of the prostitute as ‘sex 
worker’ is aimed at giving the profession respectability by challenging traditional views of 
prostitutes as social misfits, sexual slaves, or the victims of drug addiction, pimps, and 
organised crime (Jenness 1990). As writers continued to emphasise following the 
appearance of HIV/AIDS, prostitutes were ‘normal’ women, many engaged in long-term 
heterosexual relationships, or married with children.  Such observations while having the 
intent to undermine adverse representations of the prostitute, only reinforced fears that were 
grounded in proximity rather than difference.  The idea that prostitutes were married, were 
mothers, or were ‘amateurs’ did little to calm fears excited by an epidemic that for long 
periods could leave no identifying signs upon the outer-body.  The idea that prostitutes could 
slip ‘unseen’ into the general population created much anxiety within medical quarters.   
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Attempts to represent prostitutes as ‘normal’ women seem to have done little to counter the 
representation of the prostitute as kinky or perverse, images of ‘abnormal’ prostitutes 
coexisting comfortably alongside those of ‘normal’ prostitutes. The transition to an image of 
the prostitute as a normal worker — a member of the general population — has become 
mired amidst the rhetoric of older languages of prostitution.  Two typifications of prostitutes 
have emerged, representing two distinct poles.  At one pole there is the ‘high-class hooker’ or 
escort, who can readily slip in and out of her role, flirting with the rich and famous and acting 
as a sophisticated entrepreneur in one instance, while mothering or marrying in the next. In 
this discourse on prostitution the use of sexual charm and seduction are presented as a 
woman’s most valuable asset and skill. Sexual skill is tolerable in that it serves to relieve the 
demands of male biological needs.   The responsible whore, is non-threatening, ‘clean’ and 
‘safe’.  This prostitute contrasts vividly with the other pole of prostitution represented by the 
street worker, depicted as incorrigible and corruptible, a creature of the gutter and darkened 
back streets, with links to disease and vice. Uneducated, unglamorous and irresponsible, she 
is the end product of a ghastly social devolution, who threatens to wreak social disorder if not 
regulated.   She is in many ways Sharleen Spiteri.   
 
The panic that followed Sharleen Spiteri’s confession was produced by the conflation of both 
of these discourses on the prostitute.  Prostitutes are not confined to an allocated moral 
space outside the general population.  Instead they appear to drift between states of 
abnormality and normality, and are within the community and outside it.  The understanding 
that prostitutes resided within the community made their presence problematic.  Danger was 
constituted in proximity rather than difference.  The imperative of health was to be achieved 
through a regime of public health that utilised both sanitationist and hygienist strategies, 
which together offered the promise of a ‘clean’ and disciplined prostitute population. 
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A two tiered system of governance 
 
The Public Health Amendment Act may appear to have signalled a draconian approach to 
the governance of prostitution, particularly when considering the treatment of Sharleen 
Spiteri. While the legislation attracted much public attention, it has rarely been utilised. By the 
late 1980s, health professionals had concluded that while some surveillance and monitoring 
of people with HIV/AIDS was necessary, the testing of whole populations was simplistic and 
offered little in the way of practical utility. The cost of testing every individual belonging to a 
risk group in New South Wales was estimated to be around five hundred and twenty million 
dollars, without follow-up testing (Donovan 1988).   Moreover, as well as the economic 
problems involved in mandatory testing, there were the legal and ethical issues to be 
considered.  This involved anonymity and informed consent, and appeared to make any shift 
to a regime of medical policing impractical. The isolation of Sharleen Spiteri was largely a 
symbolic act, to both confirm and ritually exorcise dangers associated with a specific class of 
prostitute. As a symbolic measure, it reinforced the authority of the state to be able to police 
the borders demarcating specific populations. 
 
The underlying assumptions that resurfaced in relation to the Public Health Amendment Act 
have remained potent within subsequent governmental initiatives. These had concluded 
prostitutes to be a menace to public health and argued that the best means to prevent them 
from spreading disease was to rely on counselling and other ‘voluntary’ pedagogic 
procedures. 
 
Three years before New South Wales politicians amended the Public Health Act, the state’s 
Parliamentary Select Committee on Prostitution had published a report on prostitution which 
advocated a combination of education and screening for reckless members of the prostitute 
population and the use of the criminal legislation to restrain ‘those who wilfully endanger 
public health’ (Parliament of New South Wales 1986: 178).  This report contributed 
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significantly to the reinvention of prostitution as a public health issue in New South Wales.  
The report confidently asserted: 
 
There will be some spread of the disease [HIV] in Australia through heterosexual 
contacts.  Prostitutes must be regarded as being in the front line of this threat to the 
entire community, and both male and female prostitutes must be included in the ‘at-risk’ 
groups (Parliament of New South Wales 1986: 170). 
 
The report was not only concerned with female prostitution but also male and transsexual 
prostitution which, for the first time, were perceived to be a bio-political menace in New South 
Wales. It was observed: 
 
There is considerable evidence that male prostitutes are at greater risk [of HIV 
infection] than females and that anal intercourse is a more risky activity than vaginal 
intercourse…female prostitutes, however, are still very much at risk, especially from 
their bisexual clients, and increasing numbers will show symptoms of exposure to the 
AIDS virus, and will contribute to a reservoir of infection spreading into the rest of the 
community.  Female infection with AIDS brings that added danger that children born to 
such women will also be infected (Parliament of New South Wales 1986: 170). 
 
The report recommended a policy of decriminalisation with controls, arguing that prostitution 
should be subject to town planning regulations.  The recommendation of the report to 
decriminalise prostitution was ignored by the politically cautious Labor government during its 
final term in office.  Instead, a new Summary Offences Act was introduced when a 
conservative Coalition government was elected in 1988, following a campaign largely fought 
around law and order issues.  
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The Summary Offences Act (1988: 8-9) increased police discretionary powers, making it 
possible to charge prostitutes or their clients who solicited or committed a ‘public’ act of 
prostitution ‘in’, ‘near’, or ‘within view’ of a public street, dwelling, school, church, hospital or 
public place.  It also expanded the definition of the ‘act of prostitution’ which, for the first time, 
included ‘sexual activity between persons of different sexes or the same sex’.  Interestingly 
enough, while legislation claimed to be inspired by public health concerns relating to 
HIV/AIDS, masturbation was also included as an offence for the first time under the new 
legislation.  
 
In reintroducing the Summary Offences Act, the Police Minister, Ted Pickering, argued that 
prostitution could not be governed simply by recourse to punitive legislation.  Instead, 
existing educational and health programmes were to be utilised in controlling prostitution. He 
observed: 
 
The object of the new offences is to limit the most offensive forms of prostitution, and to 
protect members of the public, while at the same time recognising the devastating 
effect of the spread of AIDS (New South Wales Parliamentary Debates 1988: 1388). 
 
The Summary Offences Act (1988) made no attempt to eradicate prostitution but instead was 
a conscious attempt to promote the better management of certain aspects of prostitution 
associated with social disorder. The legislation operated to allay fears of pollution through the 
promise of spatial regulation.  Proponents of the legislation were primarily concerned with the 
visibility of prostitution, or more specifically street prostitution, which was viewed as an affront 
to civilised standards. As the police minister observed, ‘the aim of the proposed offence is to 
drive prostitutes away from private dwellings in the suburbs and ‘stop them interfering in 
family life’ (New South Wales Parliamentary Debates 1988: 1339). ‘Joe’, an owner of two 
Sydney sex parlours, was quoted in The Sydney Morning Herald at the time of the reworking 
of the Summary Offences Act, as stating: ‘I don’t like to see prostitution on the streets; it 
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should be kept in parlours.  I don’t like my wife and children to see it happening’ (Dean 1988: 
15).  It was also reported that a man was so disgusted with what was happening in a prime 
mover outside his home that he threw grass clippings through the window, only to have his 
house attacked and burgled and every window smashed (Sydney Morning Herald 1988: 13).  
The cause (street prostitution) and effects (social disorder) were clearly displayed.  In these 
reports the street worker became a signifier of vice, disease, and immorality, a mythological 
representation that served to rally the fearful and outraged to support a community under 
siege.  
 
In November 1995, the newly elected Labor government of New South Wales introduced 
legislation which sought to decriminalise aspects of prostitution through an amendment to the 
Disorderly Houses Act (1943).  Labor’s election campaign had been conducted around a ‘law 
and order’ platform, the party assuring the electorate that it would ‘get tough on crime’.  The 
Disorderly Houses Amendment Act sought to address the problem of public prostitution, 
popularly regraded as offensive and unhealthy, by decriminalising brothel prostitution, while 
retaining or increasing penalties associated with unregulated or public prostitution.  It should 
be noted, however, it was not the intention of legislators to leave brothels unregulated.  
Rather, they were subject to local council approval, councils being empowered to supervise 
brothels by application to the Land Environment Court.    
 
The proposed legislation produced animated debate among parliamentarians, some of whom 
questioned the benefits of decriminalising brothel work.  Despite this, no one cared to 
question or debate the continued illegality of street-work and the effect this would have on 
the sex industry.  Government members spoke warmly of the benefits of the legislation, 
uniting discourses concerned with the functionality of prostitution and its inevitability as a 
social fact, with humanitarian and civil libertarian discourses that addressed the rights of the 
prostitute to work in a safe and protected environment (New South Wales Parliamentary 
Debates 1995: 3410-3411).  Both male and female parliamentarians argued substantial 
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health benefits in the new legislation for both the community and sex workers themselves 
(New South Wales Parliamentary Debates 1995: 1937, 3074-37). 
 
The main appeal of the legislation, for those who supported it, was that it offered a means by 
which to address the issue of street prostitution.  Street prostitutes were characterised by 
parliamentarians as an unregulated and highly visible population who were a ‘danger to the 
health of community’ and threatened a ‘public disturbance’.  They were compared with ‘well-
adjusted’ women who were driven into prostitution as a result of economic circumstances 
and who could not be distinguished from wife or mother (New South Wales Parliamentary 
Debates 1995: 1936).  An independent Member of Parliament, Richard Jones, noted: 
 
This legislation will encourage women not to operate on the streets but go into homes 
where they can be looked after.  It will remove violence and slow the spread of AIDS in 
the community. Women will be safer as a result of this legislation (New South Wales 
Parliamentary Debates 1995: 3151). 
 
Although parliamentarians held a range of views on prostitution, all appeared to agree that 
some form of regulation was required regarding prostitution, on the basis that it posed a 
threat to public health and safety.  A strong distinction was drawn between various ‘types’ of 
prostitute, it being concluded that non-professional forms of prostitution (‘street work’) were 
somehow more socially problematic than professional (ie. brothel) forms of prostitution. This 
distinction appears to have been made with reference to aetiological understandings of 
prostitution that allowed for comparisons to be drawn between irresponsible and responsible 
prostitutes, and victims and agents.  
 
Legislative change in New South Wales has been premised upon the understanding that 
distinct ‘types’ of prostitute exist, some of whom pose a greater threat of social disorder than 
others.  Legislative change has secured the formation of a two-tiered system of governance 
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that protects private acts of prostitution while condemning public acts of prostitution.  Under 
current legislation the New South Wales Police Service are primarily responsible for 
regulating the public acts of prostitution.   The regulation of private acts of prostitution is the 
responsibility of various local, state and federal government departments.  For example, the 
New South Wales Department of Health and WorkCover New South Wales are responsible 
for investigating and monitoring the sex industry so as to ensure that prostitutes comply with 
normative health and safety standards. If a prostitute contracts an illness or disease they are 
to immediately notify their employer and/or a doctor.  Under the Public Health Act, 
Department of Health staff may issue a Public Health order against any person who has a 
sexually transmitted infection and is behaving in a way that may endanger others.  
Employers who knowingly allow unhealthy prostitutes to work may be subject to fines.  
 
 
Since the legislative changes in 1995 it has been estimated that the number of brothels in 
Sydney has grown by two to three hundred percent.  Those investing in brothels, who have 
been among Sydney’s more prominent accountants, lawyers and restaurateurs, have lobbied 
the New South Wales government to take a tougher stance in policing illegal street and 
cottage operations that pose a threat to the financial viability of their own investments 
(Clennell and McClymont 1999: 1, 12-13). The clearest trends to emerge in recent years 
have been the increasing power of clients and managers to influence work practices and 
health standards, a situation that has parallels in other Australian jurisdictions in which 
prostitution has been decriminalised (see Philpot et al. 1988, Watchirs 1991, Kinnell 1991: 
91, Plant 1993, Koureskas 1995). 
 
If decriminalisation is to be judged on the basis of the stated objectives of its supporters 
(which included the improved health and safety of sex workers), then it is to be judged 
problematic. Throughout New South Wales small/cottage operators have had their 
applications for brothel developments blocked by councils, who have adopted a ‘not in my 
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backyard’ policy towards brothel applications.  The cost of appeals to the Land and 
Environment Court has meant that individuals and consortiums with large cash resources are 
more likely to be successful in funding appeals.  This situation has resulted in a contraction of 
the ‘legalised’ industry, with the control of brothels concentrated in the hands of non-
prostitute organizations and consortiums who have established monopolies in a number of 
local government jurisdictions (see Clennell and McClymont 1999 1, 12-13).   
 
Furthermore, police ‘crackdowns’ on public prostitution has result in a cycle of poverty, with 
prostitutes compelled to work the streets in order to pay for accumulated fines.  Public 
prostitutes are presented with the choice of either moving into dark and inaccessible areas to 
conduct their work or surrendering autonomy to brothel owner/operators (Edwards 1999). 
Despite the assurances of parliamentarians that legislative change in New South Wales 
would ensure the indiscriminate operation of the law, subsequent policing has typically 
resulted in the arrest and conviction of (street) prostitutes, with clients and pimps typically 
escaping conviction. 
 
Prostitutes working in public spaces have typically been charged under the Prostitution Act 
(1979), through the provision concerning soliciting for the purposes of prostitution. Edwards 
(1999: 95), however, has observed that the legal definition of what constitutes soliciting is 
clearly ill understood by both police and prostitutes, arguing arrests and convictions under 
the legislation to be ‘contrary to the principles of the law and purposes underlying the law’. 
Despite the problems associated with existing legislation, arrests and convictions for 
prostitution have remained high in New South Wales.  
 
While regulated prostitutes have been portrayed as ‘clean’ and ‘safe’ to the satisfaction of 
both their clients and those who manage their activities, unregulated/public prostitutes have 
been associated with disease and danger.  This ‘two-tiered’ approach to management sends 
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a message to the public that prostitutes public spaces are polluted and prostitutes working in 
private spaces are clean and safe.  
 
Current legislation in New South Wales both strengthens and finds its support in the view that 
sexual activities are essentially private matters, best governed by prudent individuals.  
Following the decriminalisation of brothels, two journalists writing for the Sunday Telegraph 
observed this of one ‘young’ brothel working prostitute: 
 
…tall, blonde and stylish, she recently completed her tertiary marketing course and is 
looking for employment in the field... 
 
She provides her own condoms which she gets in lots of one hundred from the Sydney 
Sexual Health Centre and comes complete with a medical certificate (Harris and 
Haverkamp 1995: 128).  
 
In the above quote, the notion that the prostitute is a commodity is inescapable. However, it 
is not just any prostitution that is being promoted here, but what is encountered is a category 
of prostitution, brothel prostitution being packaged so that it might be distinguished from and 
compared with other less marketable varieties of prostitution.  What supposedly distinguishes 
regulated prostitutes here is their apparent ability to care for themselves. Care, in this 
instance, becomes a one-sided proposition, the maintenance of health being a duty or 
obligation placed upon the at-risk individual. 
 
Concluding comments 
 
There currently coexists two broad discourses of prostitution in New South Wales. In one 
discourse of prostitution, the prostitute is presented as a responsible and clean professional.  
Another discourse of prostitution presents the prostitute as dangerous, wilfully engaged in 
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criminal conduct and the spread of contagion.  While private acts of prostitution have been 
increasingly routinised as everyday activities, public acts of prostitution have been 
demonised.  Public prostitutes have been regulated through criminal sanctions, while private 
prostitutes have been subject to civilising strategies that have attempted to normalise 
prostitution and render the prostitute a hygienic subject. In exchange for a right to work, 
certain sections of the prostitute population have been the target of responsibility-to-know 
health educational campaigns. 
 
Public health utilises ‘private’ technologies of control as much as it does ‘public’ technologies 
of control, its primary strategic objective of normalisation being premised upon a broad 
utilisation of both hygienist and sanitationist interventions.  These technologies differ in 
regards to their strategic objectives.  While hygienist interventions seek to empower certain 
prostitute populations, regulatory strategies seek to empower agents of control so that 
dangerous and irresponsible prostitutes can be ritually punished, and symbolically cast from 
the moral community. Regulation has not ceased, but has become more specialised and 
focussed, with some prostitutes being ‘protected’ and ‘cared’ for, while others are subjected 
to harsh penalisation.  
 
In New South Wales, decriminalisation has not marked a retreat of power, but has signalled a 
shift in the way in which powers are practiced, from a criminal-law approach, dominated by 
sporadic and often draconian policing patterns, to an approach more reliant on localised 
controls. The state government has conceded an inability to effectively control all aspects of 
prostitution, passing on governmental obligations to local communities, local governments, 
brothel management and prostitutes.  The idea that a sovereign state should provide security 
in all its territorial spheres, private and public, is no longer taken seriously by legislators. The 
decriminalisation of prostitution has attracted the support of those who would liberate 
prostitutes from oppression, as well as government officials examining ways in which public 
expenditure on health and crime control may be effectively reduced. While totalising 
Culture, Health and Sexuality – Revised Version 28 
techniques of surveillance have been increasingly abandoned, regulation has not ceased.  
Regulation has become more specialised and focussed, with some prostitutes being 
‘protected’ and ‘cared’ for, while others are subject to harsh penalisation. From a 
governmental perspective, the decriminalisation of specific acts of prostitution might be 
considered an advanced liberal strategy. In order to manage risk advanced liberal forms of 
government both enable and coerce specific populations, rule being accomplished through 
the construction of multiple forms of agency.  (see Burchell 1993, Rose 1993, Barry et 
al.1996). 
 
Too much significance should not be accorded to contemporary appeals to isolate or punish 
polluted bodies, despite the symbolic and political assurances that quarantine practices and 
criminal penalties might provide in the midst of imaginary or real plagues. Public health 
strategies have positively promoted health by achieving long-term behavioural 
transformations in subjects who have been invested in.  Public health, as a governmental 
apparatus, has not increased the power of the state or medical professionals to constrain or 
restrict the behaviour of prostitutes in some negative fashion. Another trend is apparent 
whereby prostitutes have been encouraged to become active participants in their own care. 
The conduct of prostitutes — their individual behaviour, attitudes, desires and emotions — 
has been treated as politically relevant in terms of public health policy. The local space of 
disease and disease control has become the body of prostitute.  There is intense pressure 
on prostitutes to stay ‘healthy’ and act in ways that might prevent or minimise potential harm 
to the social body.  Failure to act prudently has become a sign of social, as well as individual 
irresponsibility. Public health does not sever links between the body and the social, but 
reinforces its own claim that the body as inherently social. Current trends in the control of 
prostitution do not represent a kind of ‘net widening’; rather, we see a ‘net reduction’, in 
which private acts of prostitution have been allowed to slip into the community, and have 
been made subject to hygienist controls.  
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